labour. In 16 cases which died during labour the cause of death is given. Five died from eclampsia, three from heart-failure, two from phthisis, and one from pulmonary oedema. One of the cases of heart-failure showed almost complete obliteration of the coronary arteries by endo-arteritis, but no fatty degeneration of the muscle. One died in a condition of asphyxia from congestion of an enlarged thyroid, the sudden congestion being produced by labour; and four died from causes in the uterus, two being placenta preevia and two rupture.
As the Fellows of the Society are familiar through other channels with Webster's sections and my own, I shall only touch upon these briefly, and devote attention in this paper to the other frozen sections given in the Table, *1 in. above and 2i in. below.
Zweifel (placenta preevia case), -37 in. above and at the brim. 1 We include here the sections from pregnancy as well as those from labour, as they are necessary to a full understanding of the changes produced by labour.
2 Edin, Med. Journ., vol. xxxii. pp. 891, 1082. 3 It is difficult to say which is the best mode of expressing the dip of the peritoneum posteriorly. It might be measured from the anas or in relation to the level of the sacral vertebrae, which allows better of its comparison with the dip in the non-pregnant condition. The changes in the form of the sacrum, however, make this last a varying factor ; and as the point we wish to bring out is its displacement in labour, the plane of the brim is the best place to measure from.
This shows that at this stage the peritoneum is lifted up both before and behind. The cases of rupture are omitted for obvious reasons. In the third stage, we find the following to These two sections of Zweifel's not only give a complete demonstration of the genital tract throughout, but raise the question again as to the parts into which the tract is to be divided. He would make the retraction ring coincide with the os internum, and thus abolish a lower uterine segment. I need not take up your time by recalling the discussion which took place around this disputed area, and which Zweifel re-opens in the text of his Atlas; it will be sufficient to draw your attention to the close resemblance between the appearance of this portion of the genital tract in these two sections and Braune's first section, which initiated the discussion. Zweifel's grounds for pronouncing this ridge to be the os internum are insufficient. He says that in the placenta prsevia case cervical epithelium was found below it and decidua above ; he adds, however, that the membranes were attached up to it on the right side. In the rupture case he gives 110 microscopic examination, but defines the os internum by the firm attachment of the membranes. Now, the membranes are always detached for a considerable distance above the os internum; they must be so to allow for the formation of the bag of membranes. Their extent of separation from the os internum upwards was, in Chiari's case and in that described by Webster and myself, up to the retraction ring. If by defining the os internum by the attachment of the membranes in the first case (in which the head was on the perineum at death) Zweifel means that the membranes were attached up to the ridge which he calls the " os internum," no stronger evidence could be adduced that it is not the os internum but the retraction ring. And with regard to the second case, against the fact that cervical epithelium was found below the ridge we must set the fact that the membranes were attached up to it on the right side. For, though the cervix was not much dilated by natural means in this N case, it is difficult to see how the fingers could be passed into the uterus and the child turned and the leg pulled down without separation of the membrane over the lower segment, i.e., above the os internum.
Yon Mars' interesting Section from a case of rupture of the uterus falls to be considered here, as it is of interest with regard to the lower segment, cervix, and vagina.
The clinical history of the case is remarkable. The patient, aged 44, had had seven normal labours previously. On washing-day, after lifting a pot at 2 p.m., she was taken ill and felt the waters break. The midwife found the cervix taken up, the os externum the size of a crown piece, the head high in the pelvis without a caput succedaneum, and a slight haemorrhage. synclitic and in the centre of the pelvis, the cross section of the suture made by a vertical-mesial section of the cadaver will appear in the axis of the pelvis; but if the skull be moved towards the right side of the pelvis, the cross-section of the suture will move nearer and nearer the symphysis, and the appearance of a posterior parietal presentation will be simulated.1 In order to calculate from the sagittal suture in section we must know exactly the position of the head in the pelvis. On the other hand, the base of the skull when it is cut across gives a pretty true indication of the amount of asynclitism.
Further, the inclination of the brim must be taken into account.
The more vertical the brim is the more will the head rest on the symphysis, instead of sinking through the brim. showed the arteries of the heart almost obliterated by endoarteritis with increase of connective tissue, but no fatty degeneration of the muscle, in the heart-wall.
The uterus is 13? ins. long and 3? ins. thick, f being anterior wall, 2\ ins. placentae, and ? posterior wall. The larger placental mass, which covers the posterior wall for 9| ins., has two cords passing from it. It is not separated from the uterine wall except for rather less than an inch at its lower border. It is thickened and folded, and bulges at the borders. The placental mass which covers the anterior wall for 5J ins. is that of the third foetus. It is not separated at all, but has its borders projecting.
Three of the other cases show similar conditions,?namely, the placentae not separated but thickened, bulging at the borders, and in some cases folded.
The fifth case is from a later period in the third stage, the placenta undergoing expulsion. It is from a case of eclampsia in which the child was born spontaneously. Patient had eclamptic convulsions and coma, and there was bleeding from the vagina before death. The post-mortem showed a longitudinal tear of the lower segment, with considerable sub-peritoneal extravasations into the right broad ligament, and extending upwards into the iliac fossa. Before freezing, it was noticed that the cord was presenting.
The uterus measures ins. in length and 3| ins. in thickness. The placenta, which was attached to the anterior wall, lies inverted in the lower segment, distending it. It presents by the cord at the os externum, which is dilated to one-fifth of an inch. There is a cup-shaped space behind the placenta filled with blood.
Commenting upon these sections and other anatomical preparations, the authors state that they have found the placenta most frequently on the posterior wall, and note that the wall at the placental site is thinner than elsewhere. Daring labour the placenta is not separated before the foetus is expelled. The uterine walls do not thicken equally; but that at the placental site remains thinner, giving the appearance of the placenta's being embedded in the wall (enchatonnS). Further, the placenta becomes thicker, bulges, but does not yet separate. When separation begins, it is at the margin; and it is due to the elasticity, retractility, and contractility of the muscle. The membranes are not, as a rule, separated till after the placenta. The descent of the placenta into the lower segment makes the fundus rise from 1 to 1| inch. Although Baudelocque's description of the mode of separation of the placenta was erroneous, one of their preparations shows that his description of its mode of delivery was correct.
These sections by Pestalozza and Pinard and Yarnier are of great value, from the light they throw on the Third Stage of Labour. Though they do not bring out new points, they give confirmation from the data of sectional anatomy of certain facts with regard to the third stage which I brought before this Society ten years ago.
They were these: that the placenta did not separate until the commencement of the third stage of labour; that its texture was such that it could accommodate itself to the shrinking of its site until the uterus contained nothing but placenta, without separation taking place ; that there was no empty space in the uterus into which the placenta could bulge; and that there was not sufficient evidence to support the view of Baudelocque and Schultze that retro-placental haemorrhage was a factor in its separation. It is worthy of note that two of these preparations show placentae from twins and triplets, which means that before labour there must have been an unusually large uterine cavity, with its area extensively covered by placental tissue. If the placenta were ever to separate by reason of the diminution of its site, it would surely take place under these conditions. And yet in Pestalozza's case, with twin placentae, there is no separation ; nor in Pinard and Yarnier's triplets, except at the lower margin of the larger placental mass.
It is noteworthy that in Pestalozza's case one of the placentae has extended into the lower uterine segment, and yet even this portion is not separated,?showing that it does not necessarily follow that the placenta will be separated when situated there.
While accepting Hart's definition of placenta praevia as a placenta extending on the lower segment as being the best working definition, we see from this section that the delivery of the foetus can take place without the separation of the part of the placenta situated over the lower segment. 
